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On January 6, 1994, as part of the 2ot thcsda Conference, 
a panel and audience participation d ion was held. The 
panel it&f consisted of an cthicist (Dr. Arthur L. CapIan), a 
law professor with expert& in sports law (Mr. Matthew J. 
Mitten), a representative of the National Collegiate Athletic 
Association (Dr. Christopher A. McGrcw ), a reprcsentativc of 
professional sports (Dr. Robert W. Brown, President of the 
American Lcaguc of Professional Baseball and formerly a 
practicing cardiologist for over 25 years) and a specialist in 
cardiovascular disease and Co-Chairman of this Bethesda 
Conference (Dr. Barry J. Maron); the moderator was Dr. 
Adolph M. Hutter, the Keynote Speaker. Each panel member 
made an opening statement addressing the role of the physi- 
clan (and other concerned parties) in affecting eligibility 
decisions for competitive sports in athletes with cardiovascular 
abnormalities. A spontaneous and interactive discussion was 
open to members of the audicncc consisting of the invited 
members of the Bethesda Confcrcncc and sclccted guests. The 
purpose of this discussion was to address those factors that 
potentially influence ultinp;tto acccptancc, credibility and im- 
pact of the Conference recommendations, as well as the 
likelihood that its medical clearance guidelines will achieve 
acceptance as the Ic standard of care. An edited version of 
the most pertinent rtions of the panel discussion is pre- 
sented here. 
Dr. Hutier: Good morning. We ate going to ask each of the 
five panelists to comment on some of the most timely issues 
that a&et recommendations for athletic eligibdity in the 
P nce of cardiovascular disease, principally the roles of the 
physician, team and school or organization in this decision- 
making process, as well as any other related issues that the 
panel members or audience wish to raise. Dr. Brown, I will ask 
you to begin. 
Dr. &own: The athlete-patient has the strongest possible 
motive to participate in sport and in many instances would 
assume any risk to keep on playing. Certainly when I was 
growing up 1 am not sure that any medical opinion could have 
kept me from wanting to be a ballplayer. You have to recognize 
that the intensity that resides in an athlete to participate, to 
achieve and to succeed is tremendous. Athletes are not going to 
aCqt any type of warning (no matter how serious) without a 
great deal of thought and will usually accept risks that neither you 
nor I at this stage of life would take. The physician must recognize 
this. As far as the family or team physician is conccrnud, this 
cntirc situation usually becomes “too hot,” and the athlctc tts~ally 
is referred to the cardiologist or to the appropriate: diagnostic 
center. Howcvcr, the doctor examining the atlil~t~-patient must 
retain complctc medical objectivity. The doctor must not be 
overwhelmed by the importance of the athlete-patient and must 
resist becoming a “fan” and rationalizing his or her findings and 
advice in an effort to tell the athlete, school, team organization or 
media that the athlete can parthpate when the medical ings 
do not support this action. He or she has to adhere to the facts 
and make rccommcndations accordingly. Such recommendations 
arc usually rctumcd to the referring doctor, bc it the family or 
team physician, coach or some other rcsponsihle party. In most 
instances it IS the team physician who makes the final rccomme-- 
dation with regard to athletic eligibility. Such a recommendation 
may bc passed on to an athletic director, college president, high 
school principal, general manager or club owner for linal ap- 
proval. However, in my experience it is very often the ultimate 
authority figure in the organization, acting on the recommenda- 
tion of the team physician or rcfcrring entity, who issues the final 
decision. If the medical recommendation is not accepted by the 
institution or organization, then it may behoove the physician to 
sever that professional relationship. 
If the athlete sees the physician on his (or her) own 
initiative, then the doctor-patient relationship and conlidenti- 
ality should be preserved. The doctor cannot rdease this 
information to third parties such as team officials without the 
approval of the patient or the family. The recommendation 
with regard to athletic eligibility must be explained completely 
to the athlete or athlete’s family, or both. If the athlete has 
been referred by a school, team or other ins!?ution, the 
physician should make certain that the athlete-patient under- 
stands before the examination that the information will be 
shared with the referring party. If the athlete objects to this 
arrangement, he or she should seek other medical consultation 
of &heir own choosing. If the recommendation is to forbid the 
athlete from participating because the risks of catastrophe are 
judged to be too great, then the responsible institution or 
organization should carry out this recommendation. Again, 
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allowed. The physician must reme er that be or she is 
dealing with lay people who possess little medical knowledge 
and who are searching for the sensati and may not be 
articularly concerned about accuracy or truth. There is no 
hesitation  the part of the media to take state ts out of 
us6 them to their advantage. The pby n should 
her comments to the media brief and in lay terms 
thilt are easily tood. A written statement made available 
to the press t furtl~cr omment would probably be 
preferable. The media will set traps for the athlete, doctors, 
coaches and institutions, and all should be aware of this and be 
constantly vigilant. 
It is perhaps a different era now. n my day as an active 
player, heart disease inathletes did not attract the public and 
media ttention i  the same it does now. Some of the 
baseball p ayers and athletes th remember competing with 
heart disease during their careers are 
the St. Louis Cardinals in 
infarction while a member 
in his 30s. John Hiller, a superb relief pitcher for 
an infarction while a member ofthe team. He re 
was ultimately cleared to pitch again and did so effectively. 
Russ Christopher was a relief pitcher for P 
Cleveland inthe 1940s and had heart disease. 
the outfield, adopted an underhand delivery because it was less 
strenuous and was very thin, with sallow skin color; however, 
opposing players were not aware that he had a cardiac 
problem. He died at age 37 of his cardiac ondition. I also 
recall that Archie Moore fought for the heavyweight c ampi- 
onship while in chronic atrial fibrillation. He was asymptomatic 
and tolerated training and boxing without difficulty. Terry 
Cummings ofthe National Basketball Association is known to 
have had significant cardiac arrhythmias, now under control 
with medication. He has been cleared to play and has had a 
long career. One of the National League umpires had a 
prosthetic valve implanted several years ago and was taking 
anticoagulant gents. I related my fears to the National League 
that if he were struck in the mask by a foul ball he could sustain 
a severe intracranial hemorrhage; h  was encouraged to retire. 
This entire subject isdifficult and is often compounded because 
a medical catastrophe that occurs on the field or in the gym is 
frequently reported in the media virtually worldwide. 
Dr. Melvin Cheitlin: Dr. Brown, obviously the physician 
has a primary responsibility to the patient. What happens with 
an athlete who has a cardiovascular problem and is advised not 
to play and then indicates that he or she does not want you to 
communicate this to anyone lse? Does the physician have a 
tionship must be maintained. The iuformatiou and recommen- 
dation should be shared only with the athlete and the family, 
unless they specifically give permission to disseminate i  fur- 
ther. If the athlete isreferred by the team physician orsports 
officials, the information is also usuahy shared with that party. 
I had an experience with a college football coach that fits 
e bad assumed a new coaching position 
myocardial nfarction while coaching ae a 
fore holding his first spring practice, he 
came to me as a private patient. e had severe congestive 
eart failure, required hospital admission and had lost 25 
ot.Irds of edema fluid. I advised him to quit coaching and 
asked his permission tosend his medical information tothe 
team physician. He refused both requests, a I advised him 
that be was at risk for exacerbating his ndition if he 
continued coaching and, furthermore, that there was real 
likelihood of sudden cardiac death. He accepted those facts, 
chose to resume coaching and subsequently died during a 
game. The team physician was upset with me for withholding 
information. However, I believe then (and now) that I really 
ha ther choice under the circumstances. 
utter: I would agree with that. If I am the primary 
physician, only with the patient’s permission do I submit 
information to an insurance ompany orto the team. But if the 
athlete comes to see me in my capacity as team physician, it 
may be different. I will make it clear beforehand that I am 
evaluating the athlete as the cardiologist for the team, that I
want to do what is best for the athlete, but I also have an 
obligation toreport o the team. I ask for approval from the 
athlete-patient. I believe that he distinction between acting as 
a personal physician oras a team physician is a very important 
on d that defining this relationship at the outset is critical. 
. Paul Thum~s~~: Suppose that you had an athlete with 
unequivocal ritical valvular aortic stenosis with an SO-mm Hg 
gradient who requests that you not convey the diagnosis and its 
attendant risk with exercise tohis school. You are allowing that 
athlete to put himself (or herself) at substantial risk. I wonder 
whether the physician acting in the athlete’s best health 
interest does not have a responsibility to ignore the athlete’s 
request and to inform appropriate authorities. I just do not 
know the ethics or the legal issues of such a situation. 
Dr. Brmm Let me comment on that hypothetic athlete 
with an 80-mm Hg gradient. The responsible institution or 
organization has, in my judgment, the option and even the 
responsibility to have all athletes subjected to examination. 
However, if such routine xaminations arenot conducted, the 
confidentiality of the doctor-patient relationship has to be 
maintained if the athlete seeks medical dvice independently. 
or. WlIIlam Strong: I would also like to emphasize that our 
knowledge of the natural history of these cardiovascular dis- 
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eases in the young athlete and how they are affected by sports 
activity is exceedingly sparse at best. The ability to make 
predictions on the basis of previous scientific data is very 
limited. Dr. Maron wrote a retrospective article 15 years ago 
that really forms the basis, 1 assume, of this conference. 
However, real prospective data are lacking. 
ok. Muoa: 1 would like to raise the question (perhaps to 
Matt Mitten) of whether the fact that an athlete is a legal 
minor is an important distinction. In other words, there is the 
high school athlete who is under the jurisdiction of interscho- 
lastic regulations and is always a minor. There is the profes- 
sional athlete who is an adult and for whom sport is a vocation. 
In between the two is the intercollegiate athlete, some of whom 
are adults and judged to have the potential to become profcs- 
aional athletes and earn their living hy virtue of their sport. So 
the competitive athlete probably should not be regarded as a 
single homogeneous entity with respect to some of the issues 
we are raising. 
Dr. Hotter: Mr. Mitten, where dots the law stand on some 
of these points? 
Mr. Mitten: Let mc respond to some of the issues that have 
been raised. A physician’s disclosure and confidentiality obli- 
gations in the context of compctitivc athletics are legally 
unresolved. There are not clear legal precedents. However, I 
think a crucial distinction is whcthcr WC arc talking about the 
obligations of the athlctc’s Mr~rt, physiciau or the ININ 
physicim. For cxamplc. the team physician should disclose to 
the athlctc, bcforc examination or treatment, that he or she is 
acting on behalf of the team as well as caring for the athlete’s 
health. The physician should obtain the athlete’s permission in 
advance to disclose to team officials any relevant information 
with regard to his or her physical litncss to play a sport. If the 
athlete resists, it may bc appropriate for the team physician to 
refuse to examine or treat the athlete. If the only potential 
harm of the disease is to the athlctc, then there is a risk of kgal 
liability if a physician disctoscs medical information to a third 
party without the pat&t’s authorization. The law tendv to be 
vtry po~tiw of the physician-patknt nlatimship and recognizes 
thut the is a strong need for confidentiality to ensure that 
patients can fke& alscbse pertinent infmtion about their 
k&h to &sicians. 1 do not believe that the physician’s 
disclosure or confidentiality obligations under the law are 
different depending on whether the athlete is an amateur or 
professional, an aduli or a minor. However, the law has 
traditionally permitted physicians to disclose medical informa- 
tion about a minor to a parent or guardian,. There is, never- 
theless, SOIN recent UI.X law holding that a mature minor does 
have certain limited rights to medical privacy in other contexts, 
such as whether to have an abortion. On the basis of this 
authority there may be an argument that signiticant medical 
information about an athlete (who is a minor) can be withheld 
from a parent or guardian if a minor refuses to have this 
information disclosed. However, I do not think that this 
argument would be very appealing to a court. 
Dr. Huttee Those are very good points. Such consider- 
ations would appear to take some of the pressure off the 
individual physician. Dr. Caplan . . . 
Dr. Caplan: There is a duty to warn if there is a real risk of 
serious harm to third parties as, for example, in the race car 
driver with known cardiovascular disease. 1 think both legally 
and ethically there is a recognition that if someone represents 
a direct, clear harm to someone else, doctors have a duty to 
warn. The ethics of doctor-patient relationships is to keep the 
information sacrosanct. You must maintain the trust so that 
you preserve honest communication in return. I would, how- 
ever, disagree on the issue of minors. I think minors arc not 
competent, and morally thcrc is an obligation to warn the 
family and maybe others. There arc nlaturc minors and 
immature minors, just as there arc both mature and immature 
adults. When you arc at the high school lcvcl and someone 
facts a life-thrcatcning risk and dots not want anynnc to 
know . . . I think that ethically, if you bclicvc thcrc to bc i\ clear 
and present danger, you must break the traditional doctor- 
patient confidentiality on the grounds that this particular 
minor person cannot reliably weigh the risks and benefits of 
the decision. 
Dr. Huttec Suppose that you communicate with the minor 
in the presence of the responsible adult. Is that enough and 
would that prcvcnt potential legal complications? 
Dr. Caplar: I think you arc not likely to get into Icgal 
problems if you go to the family. That action is probably going 
to be preventive. If you really believe that a minor is going to 
do immcdiatc harm to him or hcrsclf, I would even go further. 
If the parent is just as intcrcstcd in having the child with 
cardiovascular disease compete, then I think you have an 
ethical duty to protect the health of that minor. It reminds me 
of what happens when WC transfuse the Jehovah Witness 
child . . . when we say WC are going to treat even though the 
Jehovah Witness parent says no. I see a lot of analogies there, 
and in these cases there are times when you must go to court 
because harm to minors is not something we can tolerate. 
There is a lot of moral tradition that says that the doctor must 
be responsible for the interest of minor children. 
Dr. Hatter: Mr. Mitten, is there a legal danger there? 
Mr. Mitten: Yes, if the parents decide not to disclose 
information about a minor’s health to school officials, a 
physician risks legal liability by doing so. There are some cases 
holding physicians liable for unauthorized disclosure of medi- 
cal information about adults, and these same principles may 
also apply when an adult charged with decision-making author- 
ity for a minor prohibits disclosure of information by a 
physician. 
Dr. Beqjamln Levine: There are two points I would like to 
make. First, life has risks beyond competitive sports, and 
second, as clearly defined in each one of our task force reports, 
we do not yet have all the answers. There are numerous 
athletes who compete in sports (such as downhill skiing and 
race car driving) that are sanctioned by governing bodies in 
which there is an acknowledged, implicit risk that is apparently 
acceptable to the public. Also, mountaineers climb with full 
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kJlo~vlcdge that they are cngagi~g in 
vard Climbing Club is well known, and its members routinely 
take part in difficult and extreme climbs throughout Asia and 
the Americas. They are dedicated and committed athletes and 
t certain sill~st~liiti~ll risks when they choose to 
oreovcr. tbcy arc not ~rolli~~itcd 
from doing so by cithcr physicians or tbc university, despite the 
fact that these risks arc clc:~r itild WC~I rccognizcd. Indeed, 
Harvard students have participated in scvcral tragic cxpcdi- 
lions involving scvcral mount;linccrilIg-rcluccd deaths. WC arc 
Ohligiltd t0 convey t0 our }XltiUltS tllc lll!WSSi~~~ information 
about risks and to do whatever WC can to convince them if WI: 
regard that risk as unacccptablc . . . just as WC would for a 
patient who had left main coronary artcry discasc and unstable 
angina who refused operation. We do not have all the answers 
and cannot predict all outcomes. Pete Maravich is a good 
cxamplc of that. Hc had a profound congenital coronary 
anomaly, and thcrc is not a person in this room who would 
have clcarcd him to play sports bad WC known about it. Yet, 
Maravich obviously had a very successful and fulfilling baskct- 
ball career and later died in an informal game. Had we 
disqualified him from basketball, we would have in effect 
deprived him of his life’s dream and probably still would not 
have prcvcntcd him from dying in that pickup game. 
Dr. Pamela huglas: I bclicvc that soniconc said that 
physicians were putting the patient at risk. We do not put 
patients at risk. . . patients put themselves at risk. That may 
sound like a subtle distinction, but I think that it is absolutely 
credible when we are considering whether or not people 
should be participating in athletics. The athletes are making 
the decision. We as physicians are only making recommenda- 
tions. If the athlete chooses to do something a little bit risky, I 
think that it is an individual choice on their part; we are just 
advisors and not decision makers. 
Dr. Hutter: Yes, we have our responsibility to the patient, 
but sometimes our responsibility to society would appear to 
supersede that. 
Mr. Mitten: Physician ethical standards governing disclo- 
sure of confidential patient medical information necessary to 
prevent potential harm to others importantly influences devel- 
opment of the law. The law would be very reluctant to impose 
a disclosure obligation on physicians that is inconsistent with 
their ethical and professional responsibilities. In one pertinent 
case, a psychiatrist’s patient threatened to kill an identified 
victim and then carried out his threat. The court permitted the 
victim’s family to bring an action against the psychiatrist for 
failing to warn the victim. The court noted that principles of 
medical ethics pe 
confidences necessa 
ysician to disclose certain patient 
otect comrn~~~jty welfare and that 
indeed these consid override those of do~tor-~atienl 
F: 1 am now going to ask Grew to com- 
he NCAA and its perspectives. 
w: First let me provide an overview of the 
NCAA and sports medicine at its member institutions. The 
NCAA is a voluntary organization with huge variation in 
the size and resources of its member institutions. also, many 
institutions of higher learning that maintain athletic programs 
are not members of the NCAA, including schools that belong 
to the National Association of Intercollegiate Athletics 
(NAIA), as well as the various junior college associations, The 
NCAA regards itself as an administrative, not medical, orga- 
nization. Each member school or institution provides a medical 
cart team that includes athletic trainers, physical therapists, 
otbcr ancillary health personnel and physicians. There is no 
uniformity or regulation imposed on institutions by the NCAA 
concerning WI10 they choose ilS team physicians or how athletic 
prcparticipation evaluations arc designed or conducted, which 
varies widely. The NCAA team physicians represent a variety 
of specialties; some receive compensation, but others do not; 
some have written formal contracts, others serve on a more 
informal basis. 
The NCAA does have a Committee on Competitive Safe- 
guards and Medical Aspects of Sport. This is predominantly a 
volunteer group that represents a wide variety of member 
institutions and includes physicians, athletic trainers, coaches, 
administrators and others. One of the missions of this commit- 
tee is to provide guidance concerning medical issues within the 
context of NCAA intercollegiate sports, and much of this 
information is published in the NCAA Sports Medicim Hand- 
/mA (Overland Park [KS]: NCAA, 1994). Indeed, specifically 
referenced within the most recent edition (the sixth) are the 
1985 16th Bethesda Conference recommendations concerning 
determination of eligibility for competition for athletes with 
cardiovascular bnormalities. 
In specific ases the NCAA recognizes local medical au- 
thority in determining eligibility. Because the NCAA is not a 
sports medicine organization, it cannot specifically impose on 
member institutions criteria to determine medical clearance 
for an athlete. Although it can make strong recommendations, 
the NCAA does not have the final say in such matters, nor 
would it desire such a role. In terms of providing feedback to 
local physicians struggling with difficult situations, the commit- 
tee is available to try and answer questions from team physi- 
cians and member institutions and hopefully point them in the 
right direction. That may include identification of published 
guidelines or other medical references, or the referral of the 
athlete-patient to recognized experts. However, the final deci- 
sion is left to the mcmbcr institution and its designated 
medical team. 
The NCAA Committee on Competitive Safeguards and 
Medical Aspects of Sports has firmly stated (in the NC&f 
sports imdkine Handbook) that the team physician should be 
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the final authority in determining whether the athlete should 
return to competition. Therefore, a single person should have 
responsibiiity for coordmating the care of a particular group Of 
athletes and have the final authority in judging eligibility from 
a medical standpoint. However, this does not mean that the 
team phy&ian should act within a vacuum. Appropriate use of 
all resources is encouraged, including consultation with recog 
&ed experts either locally or nationally, as welt as appropriate 
input from the athlete and family and other ancillary admin- 
istrative, medical and coaching staffs. However, the key players 
in this relationship should be the team physician and the 
student-athlete. 
Clearly, questions remain concerning the autonomy and 
rights of the individual student-athlete and whether physicians 
should be making “paternalistic” decisions with regard to 
athletic eligibility. Hopefully, these issues can usually be re- 
solved within the context of the local situation. However, f om 
an administrative standpoint, local institutions also have liabil- 
ity issues with which to be czntccrncd. Even though an athlete 
may be will:ng to release the institution from liability, team 
physicians probably err on the conservative side in restricting 
athletes with potential life-threatening problems, 
One other consideration as we dissect these disqualification 
issues is that we do not have definitive long-term outcome data 
iu those who have been disqualified from competitive sports 
teams (high school, college or professional level). WC do know 
that some trained athletes with congenital and life-threatening 
cardiovascular problems have died during rest or simple activ- 
ities. Furthermore, I think we need to keep in mind that there 
is a difference between the clear and present danger to oneself, 
or to others. Unlike a race car driver, an athlete with cardio- 
vascular disease may endanger himself by continuing to play, 
but dots not represent a danger to anyone else. Also, usually 
little attention may be directed to the question of whether the 
same athlete with underlying disease is, for example, still 
driving an automobik, a situation in which a danger to others 
may well exist. 
Dr. Hut&r As 1 understand it, Dr. McGrew, you are saying 
that the NCAA has policies and philosophies, but the decision- 
making process rests with local school authorities and their 
designated physician. Is that accurate? 
Br. McGmr: Yes. There are guidelines and recommenda- 
tions that have been promulgated by the NCAA; however, 
institutions choose their own medical providers on a local 
basis. There is usually one physician who is designated the 
head team doctor and who will have the final say as to whether 
an athlete can participate at that institution. This physician will 
usually be in family practice, internal medicine, orthopedic 
surgery or, occasionally, pediatrics, but he or she may also 
depend on the recommendations of consultants. However, 
despite the positive recommendations of a consultant to allow 
an athlete to play, at most institutions I believe that the team 
physician still has the authority to deny participation. 
BL Hlttcr: Dr. Maron, please comment. 
BK Maron: I understand the position of the NCAA as 
expressed by Dr. McGrew and also Dr. Brown’s comments. In 
this team physician model it is assumed that the relationship 
between the doctor, athlete, family and school is amicable, that 
advice is accepted and followed and that the whole process 
goes on in a relatively smooth fashion. However, that is really 
an ideal. I say this because we are all aware of several situations 
that played out publicly on a national level, in which the simple 
team physician model fell apart. These matters are often 
already complex, and the athlete may complicate the situation 
further by independently “shopping” for as many physicians as 
are necessary to obtain the desired opinion. Obviously, some 
elite athletes may engage in what some would regard as 
“risk-taking” behavior. This is not uncommon and recalls the 
points made earlier by Dr. Brown with regard to the often 
intoxicating effects of sport that cause many athletes to find a 
way to stay in the competitive arena, no matter what. That 
creates a situation in which the usual decision-making process 
is distorted and the physician’s judgment and perspective may 
be eroded insidiously. It is no longer simply a process in which 
the team physician accepts advice from consultants and ulti- 
mately makes a decision about eligibility that everyone can 
accept. Also, it probably makes considerable difference 
whether we are speaking of a high school, collegiate or 
professional athlete. I think it is worth recognizing the differ- 
ences implicit in those distinctions. Eligibility decisions may be 
easier at the interscholastic level. As Mr. Mitten will tell you, 
a court has in fact held that there is no legal right to play 
high school sports (which are e:;tracurricular activities) when 
there is medically documented clear and present danger to the 
athlete. The situation gets more complicated in collegiate 
sports at the Division I level. Many of these college athletes 
are supported financially by athletic scholarships and believe 
that they ultimately have the potential to earn their living in 
sports. Finally, for the professional athlete it is clearly a 
different situation. We have all seen the publically exposed 
weaknesses of the team physician model in the particularly 
intense arenas of college and professional sports. In addition to 
a long-standing commitment to athletic competition evolved 
over many years, theye are the very substantial monetary 
considerations driving these situations that often become 
virtually impossible to ignore. Certainly, the professional ath- 
lete would appear to be much more willing to accept risks in 
pursuit of a career in sport. In fact, the more elite the athlete, 
the more potentially complex are the circumstances. That is 
why it has been proposed that organizations such as the NCAA 
in college sports might serve a useful purpose by becoming 
more closely involved in these health issues as they relate to 
sports eligibility, not as medical units but as administrative 
entities that have already established jurisdiction over their 
athletes in numerous other ways. In this regard, I would 
respectfully disagree with the position of the NCAA as ex- 
pressed by Dr. McGrew, which is essentially a hands-off 
posture, leaving all responsibility to the medical parties in the 
lo-al communities. Some of the specific situations involving 
athletic eligibility that have been mentioned, especially those 
involving elite athletes, become so emotionally charged that 
assistance from unbiased outside sources may be particularly 
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useful in resolving a ~~t~c~lar~y 
process. For example, it has 
involve, on a consultative basis, a nat 
tration panel serving as an adrn~~~strat~ve pparatus charged 
with the responsibi hng in a binding fashion on 
eligibility for individ itive athletes with cardiovascu- 
lar disease. Such a program would have many theoretic 
benefits, including liberating local parties from the intense 
pressures often characteristic of these situations. 
e: I think that there are important differences 
between our usual role as physicians and the decision-making 
role with regard to athletic eligibility that we are discussing 
bysicians is to make the best 
Vi!% the ~tl~~~tC_~ilt~C~t Or tk 
appear to be to the best of our 
ability. 1 agree very much with what aron said in that 
tbcse matters are ditferent for collegiate or high school atb- 
letcs. who may be swayed to potentially iKt against their best 
iiitercsls by the intoxication of rich fame and media atten- 
tion, or the professional thlete, I is making iI living by 
doing a particular sporting activity. There are schools or 
universities that view themselves in a parental role and assume 
substantial responsibility for the lives of their student-athletes. 
It is very reasonable for institutions (with or without guidance 
from the NCAA) to provide guidelines, and it is perfectly 
reasonable for them to take the position that they will not 
condone the participation ofsomeone who is a present danger 
to him or herself. Furthermore, 2 is reasonable for the school 
to make that decision whether the athlete likes it or not. 
However, it is also incumbent on the athlete to decide whether 
he or she wants to assume those risks and up to the school to 
decide if those risks are present. I do not think that it is really 
the role or authority of the physician to literally “permit” an 
athlete to compete or alternatively to “exclude” an athlete 
from competition. It may be well meaning and benevolent, but 
I would regard this view as extending beyond the limits of the 
usual doctor-patient relationship because it removes from the 
patient he ultimate right of self-determination. 
Dr. Arthur Garson: I am concerned about he practicality 
of the team physician model. Team physicians may potentially 
be biased in decisions regarding athletic eligibility because of 
potentially conflicting interests between the team and the 
athlete-patient. I agree that perhaps uch conflicts could be 
dealt with by referring such life-threatening situations to 
outside arbitrators. 
Dr. Brown: Rarely would the team physician make t
recommendation without seeking outside consultation because 
there may be one or many consultants involved in addition to 
the athlete and the institution or organization. As Dr. 
has mentioned, the athlete-patient, when told that be or she 
cannot play, will often “shop” until they find a doctor who will 
give them permission to do so. Then it comes down to 
accepting the opinion that appears most reasonable. When all 
is said and done it is the team physician who makes the final 
recommendation, and it often falls to the highest authority in 
the institution or organization to implement tbat recommen- 
dation. 
c~~~w: 1 do think that the co 
t-own are well taken. The primary 
always ask for advice. i[ think it is fair to say that a majority of 
primary care physicians get advice and consultation i difficult 
cases. They have been encouraged over and Over again to do 
that in a variety of formal and informai settings. I am making 
a strong statement for the primary care physician who is 
n~a~aging thehealth care of a group while trying to coordinate 
and manage the opinions of consultants and avoid having the 
wh ess become a large circus. 
ter: In other words, someone has to stand up and 
JC counted. 
rew: Yes. You may have 100 consultants, but you 
rave one person who is the rimary care physician for 
that athlete. 
: I wanted to get back to the ques- 
and its involvement in this whole 
scbemc of things. This is an outgrowth of some thoughts that 
mc comments that were made by Chris McCrew 
aron. Who, indeed, should take the responsibility 
for determining eligibility? Someone has spoken about gate- 
keepers. The ultimate gatekeeper could be, for instance, a
governing body such as the NCAA. This could be a process 
whereby decisions are deferred by the NCAA to so-called local 
levels. Certainly, if the NCAA establishes standards for aca- 
demic eligibility as a regulatory body, why is it not conceivable 
that similar standards would be established for medical eligi- 
bility? Even now there are documented cases of prominent 
athletes with important cardiac disease who are playing colle- 
I: It is interesting to listen to these discussions at 
a time when we have been having a public dialogue about 
whether 60-year old women should have babies. Should we 
arbitrarily set limits on age at the family clinic? This debate is 
very American. If you go overseas and talk about he ethics of 
eligibility there is a lot more paternalism in evidence. Those 
who do not think that Americans push values of autonomy in 
matters of risk need to know that, for example, the Japanese do 
not even have a concept of autonomy. There is a long-standing 
philosophic tradition in this country that says that the individ- 
ual is their own best judge of what is good or bad for them. 
Other people may give information and advice, but in the end 
the individual must decide. Therefore, it seems lo me that there 
are really two general issues that >ve are trying to talk through in 
this session. First, what sort of role does the physician assume with 
respect t,o giving information to the athlete about playing sports? 
What is in the best interest of the athlete, and what information 
should they get, and who is the gatekeeper of this information? 
Should it be the parent, the primary care person or some sort of 
arbitration board? Is there any basic right o set limits On WhO call 
play, and is there a legal right o compete in organized sports with 
a physical abnormality such as a cardiovascular condition? It 
seems to me that those who make choices about risk need 
information, We all acknowledge that, and that iswhywe are here 
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today to talk about risks jn the area of cardiovascular disease. 
However, those parties also need to understand that information 
and be fully informed as to their options. In other words, they 
need informed consent. But, the physician’s method of informing 
should not use what 1 call a “dumptruck” model, which is when 
you just say, “well, here is all the information, take it or leave it, 
and do what you want with it.” Informed consent means some- 
thing far d&rent from just d&closing information. Rather, the 
athlete should be given all options and what might be done to 
minimize their risks, That brings me to my second point. I believe 
that there is only one model that the treating doctor should have 
and that is to be the benemlent advocate for the health and 
welfare of the patient, Doctors arc not advocates for the tcitm, the 
sp, the city or any other spcyial interest group. Physicians 
should not have to worry about advocating the idea for a patient 
thut maybe it is worth taking B risk with regard to your health for 
the ~~QOSC of making money or becoming u hero. Other pcoplc 
will do that-trtuvt me. However, there is no one else out there 
other than the physician whose role is focused on advancing the 
athlete’s health, It b trot hut cloctots cm m&y tell inwpk whut 10 
do; rdw~ d cvvw dvwn to how the injmnvrion is pwnt4 the 
spin that is puf on il. I would argue that that is also the role and 
primary obligation of the team physician. If the team will not 
permit you to do that, then it would be appropriate to resign. It is 
not an acceptable situation to be outside the role of health 
advocate. Finally, although it is permissible to cajole, educate or 
persuade, it is just not permissible to coerce. 
Finally, I will discuss the health professional in the gate- 
keeper role. It seems to me that the ethics of this is to first be 
clear that you are in a dual role. Many athletes do not 
understand that they are seeing a team doctor and not r/r& 
doctor. This is also true in other employment situations. 
Mineworkers go to see the company doctor, who says, “I’m 
your doctor.” Such physicians do not Say that they are going to 
send your medical records off and that you might lose your job, 
or that the insurance company is going to :ee them. The 
decision of who is at the gate is not so much a professional one 
made by doctors us it is one of society itself. But the main point 
thrt I want to stress about manning the gate is that it is very 
important o identify yourself as the gatekeeper, if in fact that 
is your role. 
De. Hutter: Thank you, Dr. Caplan. Those are very strong 
and pertinent comments. Matt, do you have further comments 
related to these issues? 
Mr. Mitten: LAW and medicine have the same objectives 
for protecting the athlete’s health and at the same time 
avoiding medically unnecessary exclusion from athletics. I 
stro@y agree that a physician should provide a participation 
recommendation consistent with his or her best medical judg- 
ment. If the medical risks of participation are the same 
regardless of the level of competition, whether it be high 
school, dege or professional sports, I do not believe that 
nonmedical factors, such as whether the athlete is a paid 
Professional, should influence a physician’s judgment, Athletes 
and their families have at times challenged physician partici- 
pation recommendations in court. After his sudden death 
during an intercollegiate basketball game, Hank Gathers’ heirs 
sued the physicians who cleared him to resume competition. 
Conversely, Tony Penny filed an action against a cardiologist 
who refused to provide him with medical clearance to play 
college basketball. 
The toughest legal issue concerns who is empowered to 
decide whether an athlete with a cardiovascular condition may 
participate in a sport. Most schools and professional teams rely 
on the team physician and consulting specialists to determine 
an athlete’s physical fitness. Federal laws, such as the Ameri- 
cans with Disabilities Act and the Rehabilitation Act, prohibit 
medically unjustilied discrimination and permit athletes with a 
physical abnormality to assume reasonable risks from partici- 
pation in a sport. In the relatively few athletic participation 
disputes decided by courts, the law appears to allow an athlete 
to assume a reasonably enhanced risk of harm but not a 
significant risk of death or scvcrc bodily harm. A court 
probably would refuse to allow an athlete to participate in a 
sport without medical clearance, but the law is unclear when 
examining physicians disagree in their participation recom- 
mendations. It is very often difficult for lay persons, such as a 
judge or jury, to evahratc conllicting medical testimony and to 
determiue the health risks of an athlete with a cardiovascular 
condition. 
I believe that the guidelines established by this Bcthcsda 
Confercncc will be extremely beneficial in this regard. These 
recommendations are objective, scientifically based and formu- 
lated prospectively by a nationally selected, independent group 
of physicians with medical expertise in cardiovascular sports 
medicine. They will provide objective guidance to physicians 
who may encounter pressure from either the team or the 
athlete (or some other party) to provide medical clearance to 
continue competing. The guidclincs may also have the effect of 
avoiding litigation. For example. an athlete may be far more 
willing to accept a recommendation against playing if it is 
consistent with specifc consensus guidelines that can be 
viewed as unbiased; an athlete’s lawyer may well recommend 
against filing a suit claiming a legal right to participate if such 
guidelines exist that advise against participation. If litigation 
does result, the guidelines will assist the court in resolving a 
malpractice claim or an athletic participation dispute. A court 
would probably view these guidelines favorably. I also think 
that continuing to update these guidelines is very important 
and necessary and will play a continuing and significant role in 
the development of the law in this area. 
Dr. Hutter: Thank you all for a very lively and informative 
discussion on relative responsibilities in deciding whether an 
athlete with a cardiovascular abnormality should or should not 
participate in competitive sports. A number of critical ques- 
tions and suggestions have been raised, and the gray zones 
involved have been highlighted. At the same tine, there 
appears to be a consensus on certain basic principles concern- 
ing this decision-making process. 
